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ably not the case, because the patients physically showed no evidence 
of any disease process and all somatic manifestations of disease processes 
were absent. 

Periodic Vomiting with Acetonemia.— Marfan (Arch, tic vied, den 
enf ., January, 1921) says that the recurring attacks may occur at 
intervals of weeks, months or years and that there is no regularity about 
their occurrence. This condition was first described by Gruerc in 1840, 
but the author claims that he was the first to call attention to the 
acetonemia in 1901. He pointed out a familial tendency and that this 
vomiting with acetonemia may occur in the course of some other 
malady and thus obscure the diagnosis. He claims that the primary 
cause is not in the alimentary tract but in some primary metabolic 
disturbance which causes the acetonemia. In the few cases that have 
come to autopsy the fatty degeneration of the liver and other signs of 
violent acute intoxication resembled those of chloroform poisoning. 
d’Oelsnitz found four children in one family with periodic vomiting 
with acetonemia. Two of these died in these attacks. The author 
himself had three patients who had been under observation for more 
than ten years who never had more than one typical attack. Between 
the ages of two and six the attacks are most frequent and most severe.. 
After six years the frequency and intensity decline and the age of 
twelve years seems to be the final limit. Among sixty adults known to 
have had periodic vomiting with acetonemia in childhood four have 
attacks of migraine, two young women have had attacks of gall-stone 
colic after marriage and one man developed diabetes. During the 
attacks the urine contains large amounts of ketone bodies, but during 
the intervals the urine is normal. The attacks of vomiting may alter¬ 
nate with attacks of asthma or with transient fever or sometimes with 
somnolence with pronounced acetonemia or with convulsions, with 
stupor and sometimes with meningitic symptoms. One child of eighteen 
months developed convulsions after the attack of vomiting with som¬ 
nolence or coma lasting for a week and leaving a flaccid paralysis for 
over a month. This child later had a recurrence of the vomiting with 
acetonemia. 


Statistics on the von Pirquet Reaction.— Gittings and Donnelly 
(Arch. Fed., February, 1921) reviewed twenty-seven cases found to be 
tuberculosis at autopsy. Sixteen of these had positive von Pirquet 
reactions and eleven had given negative reactions. They say that the 
clinical designation of generalized tuberculosis with meningitis depends 
upon the terminal meningeal infection. Generalized tuberculosis with¬ 
out meningitis usually is diagnosed as a pulmonary disease because of 
the extent of the pulmonary involvement. Since the tuberculin test 
is of clinical value only in the first year or two of life and the sputum 
is difficult to obtain there is justification of error. The distinction 
between infantile atrophy, chronic gastro-enteritis and non-tuberculous 
bronchopneumonia on the one hand and pulmonary tuberculosis on 
the other, may be extremely difficult in the presence of a negative tuber¬ 
culin test. The margin of error should be reduced by repetition of the 
test. Unless the history and course be characteristic of the type the 
possibility of tuberculous spondylitis should always be considered in the 
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differential diagnosis of a spinal paralysis. This series demonstrates 
the high percentage of tuberculous infection and the comparatively low 
incidence of recognizable clinical tuberculosis in children. It is to be 
emphasized that there should be more than one repetition of the von 
Pirquct test if the first is negative. 
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Nitrous Otdd-oxygen Analgesia and Anesthesia in Normal Labor 
and Operative Obstetrics. -Danfobtu (Pennsylvania Med. Jour., 
March, 1921, p. 383) gives his experience in 1700 eases of labor in 
which nitrous oxide has been used. At the beginning of the second 
stage of labor the administration of gas is begun. In multipnrie it is 
usually begun a little before the beginning of the second stage, and this 
may be dope with prirniparie who bear pain badly. A mask is placed 
over the face and the patient instructed to breathe deeply and rather 
quickly. Usually from three to eight respirations are needed to get 
the effect of the gas. In some instances gas is given throughout the 
length of the pain. If the anesthetist watches the patient it enn 
readily be ascertained how many inhalations are needed to produce an 
effect, and this can be given throughout the labor. When once the 
patient feels the effect of the gas the mnsk can be removed and the relief 
from pain will continue throughout the length of the uterine con¬ 
traction. It is important that the gas should be given immediatelv 
when tile pain begins. If the pain becomes severe gas will not give 
complete relief. The percentage of oxygen added to nitrous oxide varies 
from five to fifteen, according to the necessity of each individual patient. 
The average percentage varies from five to eight. Before delivery 
patients do not rebreathe the gas. It is well to keep the patient under 
a condition of analgesia and not to let her pass into the anesthetic state. 
Should tile latter he present struggling is much more likely to occur. 
If the proper percentage of oxygen is added cyanosis will lie avoided! 
At the moment of expulsion it is well to add a small quantity of ether 
during the last three to five pains. This relaxes the muscles, decreases 
to some extent the violence of uterine action, which makes it more easy 
to control the passage of the'head and prevent laceration. Under this 
episiotomy can readily be performed without inflicting pain. Just at 
the moment of expulsion the patient should be made completely un¬ 
conscious with ether, from which she will quickly arouse. The adminis¬ 
tration of gas or ether is not a matter for an untrained person. Experi¬ 
ence shows that analgesia is more difficult to secure and maintain than 
is anesthesia and that experience and training are necessary for both 
When analgesia is properly produced it does not tend to lessen the vigor 
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or frequency of the pains; when anesthetics are skilfully administered 
during the second stage of labor the uterus often acts very vigorously 
and efficiently because relieved of the depressing influence of suffering. 
Consciousness need not be lost and the patient may assist very greatly 
by spontaneous effort. When the patient is nervous and excited and 
helping herself not at all the administration of gas often has a most 
happy effect. Even if the patient does not deliver herself, by its use 
she may carry on to the point where a simple forceps operation is all 
that may be needed. The use of gas during labor prevents exhaustion 
and patients recover very much more rapidly after confinement and 
with much less nervous prostration than if suffering is not relieved. 
The writer believes that the danger of postpartum hemorrhage is 
lessened by gas anesthesia. The uterine muscle is not relaxed as much 
under gas as where more complete anesthesia is obtained. In toxic 
cases it is thought of great advantage to avoid the irritating effects of 
ether and chloroform upon the organs of secretion. The writer has 
been unable to observe complications on the side of the child arising 
from the use of gas in labor. Cyanosis has been no more frequent 
than before gas was used. In reviewing a little over 530 labors there 
were 17 cases in which the child was lost. Nine died shortly after birth, 
eight were stillborn. Of the nine, six were premature, from six to eight 
months; one was one of a pair of twins and the other stillborn. One 
of the premature children born at seven months had also a cleft palate. 
Another living for a part of the day had a congenital heart lesion. 
Another had at birth an abdominal tumor, which turned out to be an 
enormously large bowel. Autopsy showed there was an obstruction of 
the sigmoid due to a peritoneal band caused by peritonitis which had 
occurred before birth. The mother had a severe attack of influenza 
during the pregnancy. In the case where pregnancy was complicated 
by a large fibroid in the lower uterine segment Cesarean section was 
performed, the child dying two days after birth from an unknown cause. 
This mother had no gas as the section was performed under ether. 
Among the stillborn children one had syphilis; another was one of a 
pair of premature twins—one was lost because the cord prolapsed, 
although version was done at once in the effort to save the child. There 
were two deaths among infants occurring in difficult high forceps delivery 
under ether, and there was one other fetal death, an anenccphalic 
monster. 

In operative obstetrics the problem is very different. Analgesia 
is rarely indicated, while surgical anesthesia is needed in all cases. 
Gas anesthesia is useful, when skilfully administered, in operative cases. 
It is not sufficient to give its administration into the hands of an 
obstetrical nurse untrained in anesthesia or some other untrained 
person. Even for surgical anesthesia the writer believes there is no 
anesthetic which is safer or more satisfactory within its proper field of 
use than nitrous oxide. When improperly given there is none more 
unsatisfactory and also to some extent dangerous. So far as apparatus 
is concerned none is perfectly satisfactory. None of these machines 
seem to be based on a knowledge of the physiology of the circulation 
and respiration. Under these conditions it is not strange that inexperi¬ 
enced persons often fail in producing good anesthesia. Primary 
perineal repair is probably the most frequent surgical operation in 



OBSTETRICS 


147 


obstetrics. Gas anesthesia is useful for this and rebreathing may be 
practised if necessary. A little ether may be added should occasion 
arise. It is sometimes difficult in these repair operations to keep the 
patient quiet because profound anesthesia is not needed, and with less 
the patient may become restless and struggling. Nitrous oxide allows 
the patient to wake witli little or no nausea and does not tend to relax 
the uterus. In the low forceps operation anesthesia by gas has been 
found sufficient. If relaxation is not satisfactory ether may be added. 
The writer induces labor by means of a dilating bag. Nausea is usually 
avoided by using gas, especially if the patient is given no breakfast 
on the morning of the day in which the induction of labor begins. The 
writer uses bags to induce labor and would even give tire patient 
analgesia for this manipulation. He believes that when a patient is 
perfectly conscious, if she has got self-control she can sometimes aid 
somewhat in this process. In incomplete abortion, curetting or packing 
may well be done under gas, and there is usually no difficulty in control¬ 
ling the patient. For version the writer would rely upon ether, as 
considerable relaxation of the uterus is required. For Cesarean section 
the writer lias used gas, with special success in eclamptic or toxic 
patients, as he believes the organs of elimination are less damaged than 
with ether or chloroform. Believing that an anesthetic which would 
dissolve fatty acids would injure a toxic patient the writer has used gas 
for some time. In this administration special care is necessary. 

Cyanosis must he avoided, us otherwise the child will be injured, while 
the patient must be sufficiently asleep to permit manipulation. When 
the abdominal wall is completely relaxed there is danger that the bowel 
may be extruded. He does not believe that a preliminary injection of 
morphin is necessary in these cases, and he has found that the uterus 
contracts better during Cesarean section under gas than under ether. 
Cases in which the patient is in a very bad condition and in which the 
uterus must be quickly emptied are difficult to manage. Such an 
instance would be the pernicious vomiting of early gestation, where the 
patient is highly toxic. If the pregnancy is advanced to tw o and a half 
or three months the writer would perform anterior vaginal hysterotomy 
under gas, and has seen nothing but good results. The writer does not 
believe our methods of analgesia and anesthesia ideal, but his experience 
has shown that at present gas is a most valuable agent for some, at least, 
of the suffering which occurs in parturition. He believes that it in¬ 
jures the organs of elimination little if at all.' He would not neglect 
methods of general attention, which often help the patient to bear the 
suffering of the first stage of labor. The value of morphin given by 
hypodermic injection has long been recognized. While the writer has 
had good results in the use of gas he does not believe that ether can be 
entirely discarded. Gas does not secure great muscular relaxation, 
and the attempt to do this will be followed by disappointment. Too 
much has been claimed for gas anesthesia and bad results have some¬ 
times occurred. When gas does not obtain relaxation sufficiently ether 
must be added; and if a considerable quantity be required the results 
are not always satisfactory. The value of a skilled administrator 
cannot be overestimated. In discussion the point was brought out that 
just before the child is bom it is well to give pure oxygen only for a 
few moments. This seems to avoid any tendency to cyanosis in the 
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infant. Respiration is established more slowly in the child after this 
procedure, but ultimately the child will breathe well. The same thing 
may be done in Cesarean section at the moment when the uterus is 
incised and the child delivered. So also patients who have received 
morphin before operation will benefit by pure oxygen. Cases of 
eclampsia are also benefited by this method. In forceps cases the 
operator must be careful not to begin traction with the forceps before 
the patient is completely relaxed. If the effort to extract the child is 
begun too soon no aid is secured from the uterus. 

While the reviewer has had an experience similar to that of Danforth 
in many respects, lie has also been led to believe that in highly toxic 
patients gas is a very dangerous remedy. In these patients the action 
of the heart is greatly disturbed and the second sound may be largely 
lessened or even abolished. Gas is sometimes rapidly fatal to such a 
patient. The safest anesthetic for use in all the requirements of 
obstetric practice is ether and oxygen. If these are combined by an 
experienced anesthetist the reviewer has seen no emergency in obstetric 
practice which could not safely be met by such anesthesia skilfully 
given. 
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Radiotherapy of Fibroids.—Until within the most recent past the 
treatment of fibroids has been exclusively surgical and the results 
achieved have been eminently satisfactory. Every decade has seen a 
material reduction in the mortality after operations for fibroids, but 
even in the hands of excellent surgeons there is yet an average mortality 
of from 3 to 5 per cent, and if we consider all the cases operated upon 
we would probably find a considerably higher percentage. Contrast 
with this the fact that radiotherapy lias a mortality of zero. To be 
sure the word “cure” means something different in the two methods, 
according to Gelliiorn (Jour. Missouri State Med. Assn., 1921, xviii, 
220), who calls attention to the fact that we obtain a cure after opera¬ 
tion if we remove the fibroid and the patient survives and is well there¬ 
after. In radiotherapy, on the other hand, we aim at only a clinical 
cure, that is to say, the object to be accomplished is attained, if the 
menorrhagia caused by the fibroid either ceases altogether or only a 
scanty or infrequent menstrual flow ensues. Furthermore a reduction 
in the size of the tumor is a part though not an essential one, of the 
clinical cure after radiotherapy. With these definitions in mind we 
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must approach the statistics thus fur published. Many thousands of 
cases of fibroids have already been treated with radium or the roentgen 
rays, and the results obtained show on the whole a marked similarity. 
In order not to quote too many figures, the author mentions the collec¬ 
tive statistics of 2982 cases of fibroids treated with the roentgen rays, 
in which there were 95.G per cent cures and 4.4 per cent failures. In 944 
fibroids treated with radium there were 94.4 per cent cures and 5.G 
per cent failures. These statistics take into consideration the results 
obtained in various parts of the world, and they include the cases in 
which the technic had to be first acquired as well as those in which the 
technic had attained its present state of refinement. If only the latter 
kind were tabulated, Gauss and Friedrich found that in 425 fibroids 
roentgen-ray treatment yielded 98.4 per cent cures and had only l.G 
per cent failures, and exactly the same result was obtained in 372 
fibroids treated with radium. It is important to remember that this 
type of treatment must not be given to fibroids which extend above the 
umbilicus. Large pedunculated .subserous or submucous fibroids are 
likewise unsuited. In these three categories radiotherapy may produce 
a necrosis of the tumors. Cervical fibroids are refractory to radio¬ 
active treatment. Kapidly growing fibroids suggestive of sarcomatous 
degeneration, suppurating or gangrenous fibroids, or those in which 
any other form of degeneration has taken pi nee, are to be operated upon, 
likewise those associated with carcinoma of the uterus. Fibroids 
pressing heavily upon the bladder or rectum had better be removed 
surgically. It is important, therefore, to carefully select the cases 
which are to be radiated, since the man who administers radiotherapy 
indiscriminately disregards the best interests of his patients as much 
as the man who adheres exclusively to surgery. 

Observations on Ectopic Gestation.—Any series of 307 cases of 
ectopic pregnancy must be of interest to the gynecologist but when, in 
addition to its size, such a scries occurs in the practice of and is analyzed 
by such a surgeon as Polak {Am. Joar. Obst. and Gyncc ., 1921, ii, 280), 
it must of necessity contain much of practical importance. His experi¬ 
ence has shown that clinically all ectopics fall into two general classes: 
(I) Those which may be classed as in the non-tragic stage, with a pulse 
distinctly countable of 100 or under with a systolic pressure of 100 or 
over and a hemoglobin of 60 per cent or more. In this class there were 
263 cases. (2) And those in the tragic stage pulseless at the wirst, with 
a blood pressure below 90, a hemoglobin under 50 and definite signs of 
internal hemorrhage and collapse. In this class there were 30 cases. 
The analysis of this series shows that ectopic pregnancy occurs most 
frequently where there is a congenital anomaly or a previous inflamma¬ 
tion of the tube, in the woman who gives a history of premenstrual 
dysmenorrhea. Like other pregnancies, there is a period of amenorrhea 
or an attempt at menstrual suppression, but because of the unstable 
position of the ovum owing to the imperfectly developed tubal decidua 
and erosion of the ovum into the underlying muscle and venous radicles, 
bleeding takes place into the decidua and produces such ovular unrest 
as to cause tubal distention and peristalsis which is evidenced by colicky 
pains and uterine bleeding. The bleeding into the decidua plus the 
growing ovum distends the tube and causes the soreness and tenderness 



